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 This was a revisit for a federal ESRD 

recertification survey conducted 9/26/12 through 

9/28/12.

Survey Date: 11/9/12

Facility #:  005140

Medicaid Vendor #:  200418720

Surveyors:  Bridget Boston, RN, Public Health 

Nurse Surveyor - team leader 

 Ingrid Miller, RN, Public Health Nurse 

Surveyor - team member 

Three Conditions for Coverage and 20 standard 

level deficiencies were found corrected during 

this survey.

Liberty Dialysis Lafayette II is in compliance with 

the Conditions for Coverage 42 CFR 494. 

Quality Review: Joyce Elder, MSN, BSN, RN

November 13, 2012
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